We are facing a huge increase in the older population over the next 30 years. This brings an anticipated increase in the prevalence of chronic pain and with this comes the challenge of assessment of pain in many varied settings. Our first iteration of this document was published in 2007. But there has been a proliferation of literature and research since then, so we have developed a new set of guidelines.
Executive summary
We are facing a huge increase in the older population over the next 30 years. This brings an anticipated increase in the prevalence of chronic pain and with this comes the challenge of assessment of pain in many varied settings. Our first iteration of this document was published in 2007. But there has been a proliferation of literature and research since then, so we have developed a new set of guidelines.
(1) Different patterns and sites of pain were seen in men and women. (2) Age differences suggest that pain prevalence increased with age up to 85 years and then decreased. ( 3) The available studies on barriers and attitudes to pain management point towards an adherence to bio-medically orientated beliefs about pain, concern amongst clinicians in relation to activity recommendations, and a negative orientation in general towards patients with chronic painful conditions. (4) A multidisciplinary approach to the assessment and treatment of pain is essential, but the assessment is a complex process which is hampered by many communication issues, including cognitive ability and socio-cultural factors. Such issues are part of the UK ageing population. (5) Structured pain education should be implemented that provides all health professionals (whether professionally or non-professionally trained) with standardised education and training in the assessment and management of pain according to level of experience. (6) Although subjective, patient self-report is the most valid and reliable indicator of pain and it may be necessary to ask questions about pain in different ways in order to elicit a response. (7) A number of valid and reliable self-report measures are available and can be used even when moderate dementia exists. The Numerical Rating Scale or verbal descriptors can be used with people who have mild to moderate cognitive impairment. For people with severe cognitive impairment Pain in Advanced Dementia (PAINAD) and Doloplus-2 are recommended. (8) PAINAD and Doloplus-2 scales continue to show positive results in terms of reliability and validity. There has been no recent evaluation of the Abbey pain scale although it is widely used throughout the UK. (9) There is a need for more research into pain assessment using the collaborative role of the multidisciplinary team in all care settings. (10) Self-report questionnaires of function are limited in their ability to capture the fluctuations in capacity and ability. The concentration on items of relevance to the population of interest means that issues of personal relevance can be obscured. (11) Strong associations were seen between pain and depressed mood with each being a risk factor for the other. Additionally, loneliness and social isolation were associated with an increased risk of pain. (12) Clinicians should be cognisant that social isolation and or depressive signs and symptoms may be indicators of pre-existing pain or a predictor of future pain onset. (13) There are a number of evidence based guidelines on pain assessment in older people with or without cognitive impairment from around the world, including Australia and Europe.
Foreword from Prof Pat Schofield
This guidance highlights the problems in assessing and managing pain in an ever increasing older population. The prevalence of pain has been established to be in the order of one in four of the adult population, with between 25-30% having pain that leads to other co-morbidities, resulting in a very poor quality of life. These problems become more frequent with advancing years, and are often associated with difficulty in conveying the intensity and quality of the pain, as well as the impact that it has on the patient's life. As we describe pain as the 'fifth vital sign' a fundamental principal underpinning this is that we should measure the pain alongside routine observations.
Just because someone does not have the ability to tell us that they have pain in a language that we can understand, does not mean that we should not measure it, as we would with any other adult or patient in our care.
These guidelines provide a range of tools which demonstrate good validity and reliability for clinical practice in assessing pain in older people. There is permission to use them and so they should be implemented from this formal documentation by all healthcare providers in every care setting across the UK.
The Assessment of Pain in Older People: UK National Guidelines i2 Dr Eileen Burns, President, British Geriatrics Society
Older people often live with pain, and in many cases, its management is imperfect. Pain is frequently an especially important issue for very frail older people, including those living in care homes, and people living with dementia frequently experience pain which they find difficult to express. Hence pain and its management is a hugely important issue for older people.
In 2007 we published the first national pain assessment guidelines which was a collaboration between the British Pain Society and the British Geriatrics Society. This document is a new version of the guidance and has taken a thorough and systematic approach to reviewing the literature which has been read and graded by a group of experts representing both societies; clinical practice and academia have been combined thereby ensuring a high quality and up-to-date best evidence document which can be used to guide practice and future research. This is a timely document and the guidance therein will be welcomed by practitioners around the UK. 
Glossary of scales
Abbey Pain Scale An observational tool for measurement of pain in people with dementia who cannot verbalise Anxiety and Sensitivity Index (ASI) An 18 item scale containing items specifying different concerns someone could have regarding their anxiety Assessment of Discomfort in Dementia protocol (ADD) A tool for nurses to make a differential assessment of physical pain and affective discomfort experienced by people with dementia Barthel Index Consists of 10 items that measure a person's daily functioning, specifically the activities of daily living and mobility Behavioural indicators Behaviour changes that can be used to assess pain and distress, and thereby to evaluate the efficacy of interventions Brief Pain Inventory (BPI) A tool used to assess the severity of pain and the impact of pain on daily functions Behavioural Rating Scale (BRS-6) A six point behavioural rating scale Bolton Pain Assessment Tool (BPAT) A behavioural observation tool based on PAINAD and the Abbey Pain Scale Brief Symptoms Inventory (BSI) A multidimensional measure of psychological and somatic distress that is used to obtain detailed symptom profiles BS-11 (11 Point Box Scale) An 11 point self-report box scale for pain BS-21 ( The Assessment of Pain in Older People: UK National Guidelines
Pain Behaviour Measure A tool that can be delivered in 'real time' during a standardised functional assessment to give immediate feedback to clinicians and that could be used as an outcome measure Pain Impairment Relationship Scale (PAIRS) A tool developed to assess the extent to which chronic pain patients believe that they cannot function normally because of their pain, and the relationship of this belief to functional impairment Pain-O-Meter Visual Analogue Scale (POM-VAS ) 
Aims
The primary aim of this revised systematic review was to examine the evidence for the effectiveness of pain assessment strategies in older people with or without cognitive function.
The objectives were to:
(1) Explore the attitudes and beliefs of older people with pain about the assessment of their pain and interactions with carers (2) Evaluate the effectiveness of the assessment of function as a measure of pain in older people (3) Evaluate the effectiveness of self-assessment to quantify pain in older people (4) Determine if changes in pain assessment strategy are required for people with cognitive impairment, mental health or psychological problems.
Methodology
The overall methodology for this assessment document follows the procedures in the British Pain Society Publication Process Manual [1].
Criteria for considering studies for inclusion in this guidance document
The strategies to identify and evaluate, and the methods used to identify recommendations were based upon the Scottish Intercollegiate Guideline Network SIGN 50 guidance document [3] .
Types of studies
All pain assessment interventions in adult humans with malignant and non-malignant pain over 65 years of age were considered. Patients with and without cognitive impairment, mental health and psychological problems were included.
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Pain assessment methods included the use of patient selfreport, behavioural studies, plus observation by clinicians and carers. All care settings were considered including: the acute hospital setting, geriatric hospitals, and the community including: retirement apartments, residential homes, nursing homes and other long term care settings.
Types of outcomes measures
Outcome measures were chosen that were considered pertinent to the assessment of older patients in pain:
(1) Patient-or observer-rated pain intensity, or pain relief, or both (2) Patient compliance with pain assessment strategy (3) Impact of cognitive impairment, mental health or psychological problems upon self-report (4) Barriers to effective pain assessment.
Search strategy
All publications on acute and chronic pain screening and assessment in adults over 60 years of age including case reports, cohort studies, review papers, observational studies, randomised controlled trials and systematic reviews in all languages in all care settings were identified from searches of Medline (PubMed), CINAHL, Amed, PsycINFO, Embase, Google Scholar and Cochrane Library between 01.01.2002 and 30.04.2017.
The archives of the British Pain Society, European Pain Society, Irish Pain Society, The British Geriatric Society and the Steinberg Collection were reviewed together with published conference papers and abstracts for the same time period. Professional and patient related internet sites were searched by section contributors. Searches were undertaken by specialist medical librarians in consultation with section contributors who were then provided with abstracts. Search strategies are described in Section 17 with an example of a detailed search provided for the section that explores pain assessment in older adults with mental health and psychological problems. Duplicate abstracts were removed by the librarians in collaboration with the section contributors. Additional references and abstracts were included at this point by the subject experts.
The section contributors then reviewed all abstracts and selected for inclusion those that met the working party predefined criteria, search terms and the clinical questions posed by the section editors. Seminal work, published prior to 2002 was included in the subject review section. Individual section contributors applied the NHMRC levels of evidence criteria to publications [4] . The decision to include a paper within a section was made by consensus between the authors and project lead where appropriate. All section papers are identified in a specific reference list and are tabulated by section.
Evaluations of the literature
The selected publications were considered as potential sources of evidence. Each publication was assessed independently by two individual raters using an agreed method ensure to its methodological quality including study design, statistical analysis and validity of conclusions. Observational studies were assessed using MERGE guidance [5] .
How recommendations were made
The recommendations made by the section contributors were explicitly linked to the supporting evidence that resulted from the search strategies for individual topics. Recommendations were made based on the NHMRC designation [4] levels of evidence (see Table 1 ), and these recommendations were further confirmed through agreement between two reviewers.
Background
Pain is described as an 'unpleasant sensory and emotional experience associated with actual or potential tissue damage or described in terms of such damage' [7] . It is classified as acute -associated with trauma or injury -or chronic (lasting longer than three months).
Millions of people who live in the United Kingdom experience chronic pain and as we go into older age, it is suggested that up to 93% of people have pain which is often 'expected to be part of ageing' or something that they have to 'learn to live with'. One of the fundamental issues regarding pain management in any age group is assessment of pain. This can be particularly challenging in older adults due to the age related changes in vision, hearing and cognition. Literature has suggested in the past that we have around 50% of the older population who live in the community experiencing uncontrolled chronic pain. However, what is more worrying is the fact that this number increases significantly to 80% when we look at care home populations. This is really worrying considering that our oldest, often most frail, members of society often live in care homes and yet it appears The Assessment of Pain in Older People: UK National Guidelines that they are experiencing more moderate to severe uncontrolled pain. Furthermore, it seems accepted that this population are often cared for by the least experienced and nonprofessionally qualified members of staff. Recent systematic reviews of epidemiological studies suggest that the estimates of prevalence of chronic pain in the older population are not in fact accurate, and range from between 0 and 93% [8] . Clearly, more work needs to be done in terms of prevalence studies.
If we focus specifically on those who are unable to articulate their pain, thus adults with dementia or other cognitive impairments, we estimate that we have over 700,000 people in the UK with dementias and this is expected to rise significantly. Over the next few years we expect there to be 44 million people worldwide with dementia.
As far back as September 1990 [9] , the Royal College of Surgeons, Faculty of Anaesthetists published their reportPain after Surgery. In that report, it was suggested that pain should be assessed along with other routine observations of blood pressure and pulse. Since then, we have seen recommendations from around the world regarding pain assessment, suggesting that it become the 5 th vital sign. We published national guidance on pain assessment in the older population in 2007 [10] . The purpose of the original version of this document was to focus on the assessment of pain in older people (aged 65 years of age and above) in chronic pain. These new guidelines seek to build upon the original guidelines and to add some new areas of interest which seem to be emerging from the literature, such as the role of interpersonal interaction. It is interesting that things have moved on since our original publication and the recommendations herein are different from those made in 2007.
The management of pain in older people has been addressed elsewhere: Abdulla A, Adams N, Bone M et al. 
Introduction
Until relatively recently our knowledge of the prevalence of pain in older people, particularly the oldest old, was relatively poor. Pain tended to be considered as part of the ageing process and was rarely investigated in its own right. There have however been an increasing number of studies into the prevalence of pain in older persons in the last decade.
Prevalence of pain in older persons
The work on prevalence has been published recently within the Management of Pain Guidelines [11] , but there are some take home messages that have been incorporated within this document. The prevalence of any type of pain ranged widely from a low of 0% to a high of 93%, clearly illustrating how variations in the population, methods and definitions used can affect prevalence estimates. The vast majority of studies found that women had a higher prevalence than men.
Different patterns of pain prevalence were seen in men and women and in different sites of pain, however the age differences could be broadly categorised into four groups:
(a) A continual increase in pain prevalence with age (b) An increase in prevalence with age up to 75-85 years and then a decrease with age (c) A decrease in pain prevalence with age and (d) No difference in pain prevalence with age Chronic pain was most frequently reported in knees, hips and back.
While previous evidence suggests that chronic pain typically affects those of working age, there is growing evidence to demonstrate that chronic pain continues to increase into the oldest old. [12] found that, although older people experience a decrease in non-disabling back pain, described as benign or mild pain, they experience increased prevalence of disabling back pain, described as severe. This work is further supported by the findings of Thomas et al. [13] who reported that the onset of pain that interferes with everyday life continues to increase with age.
Attitudes and beliefs

Derek Jones
Research into beliefs which are of an ontological nature is limited. Investigation into 'just world' beliefs indicated that older participants had stronger beliefs in a personal and general just world and experienced less pain, disability and psychological distress. The influence of spiritual/religious beliefs (and coping) has been the subject of more investigation but with mixed findings regarding positive outcomes for different elements of the pain experience; cultural differences need particular consideration. Stoicism has been implicated in the underreporting of pain in older people, although pain related stoicism has been subjected to limited empirical investigation. There is some evidence from qualitative and quantitative research to support the existence of age related differences in attitudes of stoicism in the face of pain, its role in influencing pain reporting, and in mediating the chronic pain experience in general.
A bio psychosocial model of pain and a cognitive behavioural approach to its management highlight, in particular, the potentially important roles of the attitudes and beliefs of informal caregivers and professionals in mediating the pain experience. There has been little research conducted into the attitudes and beliefs of these groups; the evidence that does exist suggests that reduced function and increased psychological distress are related to maladaptive spousal beliefs about pain. Whilst investigation of health and social care professionals' attitudes has been more extensive, it has focused on attitudes and beliefs in relation to working age populations and low back pain. It has also suffered from a lack of conceptual clarity, has not differentiated between cancer and non-cancer pain, and is limited by the absence
pain, a degree of fear-avoidance amongst clinicians in relation to activity recommendations, and a negative orientation to chronic pain patients in general.
Extract taken from Abdulla A et al. [11] .
Communication
Carlos Moreno-Leguizamon and Pat Schofield
The literature on pain in older people acknowledges the fact that the process of communication between those in pain and their care givers, either professionals or family, is a complex and difficult process to be grasped. In this context the strong tendency in the literature is to generate tools, mainly scales, which would contribute to an effective diagnosis, expression, assessment and management of chronic pain. Some studies have focused on legitimising the validity and reliability of those scales [14, 15] . A second emerging trend in the literature reviewed is to recommend the inclusion of a more comprehensive concept of communication, which includes important and complementary components such as nonverbal communication (facial expressions), kinesics (body movement), and proxemics (use of space) [16] . There are difficulties when health professionals conceptualise the process of communication as only verbal communication [17] . Again, the latter is, in many ways, the one with which professional caregivers and families are more familiar. Thus a frequent recommendation in the literature is the integration of various components (bio-psycho-social) of the communication process in order to grasp the experiences of those in pain [18] . In turn, this recommendation translates practically to training and education for professional (nurses, physicians and others) and family caregivers in how the communication process works [14, 16, 18, 19] .
In the particular case of those with pain in advanced age, with cognitive impairments or from different cultural backgrounds, the process of communication by caregivers becomes even more complex and uncertain. This is because caregivers face more challenges in grasping the process of communication, the consequence of which is that the probability for those in pain to be undertreated or underdiagnosed becomes higher. Jorge and McDonald [20] highlighted this issue in particular in their study, working with 24 Hispanic community dwellings for elder adults in the United States. They found that, when given the opportunity to do so, these groups are able to describe their pain successfully.
The issue we face in the United Kingdom, given the limitation of time for consultation, is that it is difficult for health care professionals to spend time on discussion or consultation. We need not only to understand how the communication process works between vulnerable groups and their caregivers (professional or family), but also to realise that pain is more than mere biology; it is also a biopsychological (subjective) and social force [18] . Similarly, [21] highlighted in their study that, by providing older adults with time to discuss their pain through open-ended questions, more success was achieved in completing the Brief Pain Inventory (BPI). Thus, the key message of both of these studies as well as some others [22] is that, assessment is not just about the completion of scales; it should also emphasise that individuals should have an opportunity to talk about their pain experience. In other words, the challenge is how to obtain their pain stories within short time frames.
Finally, while discussing the issue of a multidisciplinary team, Boorsma et al. [23] pointed out the need for a systematic multi-disciplinary approach to managing and treating pain. However, this study did not clarify who those professionals should be. It is recommended that a multi-disciplinary team should comprise not only health professionals but also social scientists. The latter are trained to understand the cultural, social, political, economic and communicational aspects of pain and can, therefore, enrich the clinical views.
Interpersonal interaction in pain assessment
Jonathon Davies and Sonia Cottom
Assessing pain in older adults is complex ( [24] ; Level III-2) and in many cases, a lack of caregiver ( [25] ; Level III-2; van Herk et al. [26] ; Level III-2) and family knowledge ( [27] ; Level III-1) results in half of those living in pain continuing to do so ( [28] ; Level III-2) for longer than necessary, due to a lack of early detection ( [29] ; Level III-1). This failure effectively to identify and manage pain results in a reduced quality of life ( [30] ; Level III-2) and impacts negatively on interpersonal relationships between the older person and the caregiver due to the association between pain and increased aggression ( [31] ; Level IV; Bradford et al. [28] ; Level III-2). For specific groups, such as communicative or noncommunicative nursing home residents, pain is often not detected ( [27] ; Level III-1) and older people with cognitive impairment have reported more intense pain than their cognitively intact counterparts ( [32] ; Level II). Also, due to the difficulties dementia patients have in communicating their pain, they are at far more risk of being untreated with pharmacological treatments than those without dementia ( [33] ; Level III-2). It has been suggested that approaches to measuring pain should be multi-dimensional ( [26] ; Level III-2) including attempts of self-reported pain for seniors with mild to moderate dementia ( [25] ; Level III-2).
Structured pain education should become a standard training ( [34] ; Level II), including for nursing assistants ( [24] ; Level III-2), to support caregivers in correctly assessing chronic pain in older people and learning how to alleviate it through pharmacological ( [30] ; Level III-2) and non-pharmacological interventions ( [31] ; Level IV). Pain assessment tools should be congruent with the educational levels of those being asked to complete them ( [35] ; Level IV) and further training to understand verbal and non-verbal communication ( [27] ; Level III-1) particularly when working with patients with dementia ( [36] ; Level III-2) should be The Assessment of Pain in Older People: UK National Guidelines i9 provided. Systematic records of patient experiences of pain should also be kept ( [25] ; Level III-2) to help improve continuity of care for older people transferred across settings ( [35] ; Level IV) and for information transferred between staff and family ( [27] ; Level III-1; Buffum and Haberfelde [37] ; Level III-2).
Self-report measures of pain assessment
Felicia Cox and Karin Cannons
The literature search was limited to English language papers only. Key search terms included: guidelines, pain assessment, older people, self-report. In addition, citations and references in selected journal articles were screened to supplement the search strategy.
• 86 papers were identified • 73 once duplicates were removed • 47 papers were considered relevant to the aim of the review. These were read to identify studies and review publications that described pain assessment that employs patient self-report in older people.
The majority of papers were from the US (n = 22) with 15 from Europe, four from Australia, three from the UK, two from Canada and one from Brazil. Over 30 different pain assessment tools were described in the included literature. A range of settings were explored including palliative care/inpatient hospice, acute post-operative ward, and longterm nursing home. Most studies explored the accuracy and clinical utility of self-report measures in older patients with and without cognitive impairment.
The most accurate and reliable evidence of the existence of pain and its intensity is the patient's self-report ( [38] ; Level III-2, Phillips [39] ) although there are reports of fair agreement between self-report and proxy reports of pain in patients with cognitive impairment associated with dementia ( [40] ; Level II, Leong et al. [41] ; Level IV). That the patient self-report is the most reliable and accurate is true even for patients with impaired cognition [42, 43] . The responsibility for the inclusion of a regular assessment of pain during discussions with the patient lies with the clinician or carer.
Identifying appropriate words that elicit meaningful responses and consistently using this language supported by communication tools is an important part of the comprehensive assessment of a patient's pain. Older people often deny pain, but may respond positively when asked using related terms, such as soreness, aching or discomfort. Rewording your question to elicit the presence of pain such as 'Do you hurt anywhere?' or 'What is stopping you from doing what you want to do?' can substantiate the presence or absence of pain. The strategies employed to identify the presence or absence of pain that have been successful for this individual patient should be clearly recorded in the patient's care record and Hospital Passport. Behaviours that might indicate unrelieved pain such as vocalising, postures and gestures are also important ( [44] ; Level IV) and should be included. This information must be communicated to the care team.
Using a self-report pain measurement tool for a patient with known cognitive, sensory, or motor deficits can be useful. There are a number of validated and reliable tools and the choice of tool should be based on the patient's ability to use the tool. Many patients with moderate to severe cognitive impairment are able to report pain reliably when prompted [45] and there is evidence that supports the assessment being performed by someone who knows the patient well ( [46] ; Level II). By employing the same tool at each pain assessment or using standardised wording during a pain discussion the clinician/carer can elicit a more reliable measure of the effectiveness of any pain interventions. Training and education in the selection of appropriate tools and their use in pain assessment is required ( [39] ; Level III, McAuliffe et al. [47] ).
One of the key features of facilitating an effective pain assessment or conversation is to ensure that sufficient time is allowed for the older adult to process the question and to formulate a response. Instructing the patient with cognitive impairment on the use of the pain assessment tool each time it is administered can be helpful. Patients that have sensory deficits may require adjustments such as the tool provided in a more accessible format e.g. enlarged font or enhanced lighting.
Clinical assessment
Anneyce Knight
There are barriers to delivering optimum pain assessment and management, including practitioners not translating information and knowledge about pain assessment and management into their clinical practice ( [48] ; Level I). Furthermore, severe cognitive impairment and speech difficulties are also well documented barriers to pain assessment ( [49] ; Level IV, Blomqvist and Hallberg [50] ; Level IV). Nurses' pain assessment skills can also be a potential problem as registered nurses' assessment of pain is seemingly more reliable than that of nursing assistants ( [48] ; Level I, Yi-Heng et al. [51] ; Level IV). This is a challenge for optimal pain assessment if the majority of care for older people is provided by the latter group. In addition, the level of education of staff seems to influence beliefs and knowledge about pain in older people in residential care settings ( [44] ; Level IV).
Pain management based on medical assessment alone is seen as insufficient and a collaborative multi-disciplinary Team (MDT) approach is perceived to be essential ( [48] ; Level I, Cadogan et al. [52] ; Kaasalainenen et al. [53] ; Level IV, Layman et al. [54] ; Level IV). However, it is recognised that there is a range of knowledge and attitudes to pain management within the MDT and that there is a need to improve this by training/education. This should not be restricted solely to initial introductory education, but should be ongoing to ensure that health care professionals understand the factors that influence the best possible assessment for pain management, alongside time and continuity in pain assessment ( [55, 56] ; Level III-3, Blomqvist and Hallberg [50] ; Level IV, Mrozek and Steble Werner [57] ; Level IV, Weiner and Rudy
The Assessment of Pain in Older People: UK National Guidelines i10 [58] ; Level IV, Yun-Fang et al. [59] ; Level IV, Zwakhalen et al. [44] ; Level IV).
Furthermore, daily recording of pain improves comparison of pain and pain management ( [60] ; Level IV) and nursing home staff should consider self-report as their initial assessment tool ( [61] ; Level IV). Overall there seems to be a need for more differentiated research relating to members of the MDT, in particular in respect of registered nurses and their assistants relating to the assessment of pain.
12. Self-report measures of function for older people with chronic pain
Denis Martin
Chronic pain affects physical function in older people as in people of all ages and it is commonly assessed by selfreport questionnaires. A major consensus statement offered recommendations on self-report measures of physical function in older people with pain, based on review of literature and expert opinion ( [62] ; Level II-IV). This section offers an update from that statement. A range of self-reported measures are available for use with adults with pain. These measures have been used in studies on older people, and specific validity and reliability in older people has been examined in some measures.
Hadjistavropoulos et al. [62] provide a list of measures, which they view as performing well psychometrically and practically in clinical and research settings with older people. For assessment of overall function (as opposed to function related to a specific anatomical area) they list:
• Functional Status Index • MPI-General Activity Scale • Physical Activity Scale • Human Activity Profile • Groningen Activity Restriction Scale • Sickness Impact Profile • SF36 -specifically in relation to its physical functioning and role limitations-physical scales • Older Americans Resources Service, which is primarily applicable to a USA-based population.
These measures are designed for use in a range of conditions. For a measure of pain and its impact the Pain Disability Index is recommended. Of these measures it is the SF36 that Hadjistavropoulos et al. [62] recommend in their suggested battery of measures for assessing pain and its effects in older adults.
A recent addition to that family of measures is the WHO Disability Assessment Schedule (WHODAS) 2.0 [63] . The WHODAS 2.0 (replacing the WHODAS II) addresses physical function within its domains of mobility, self-care, getting along, life activities, cognition and participation. It has a possible added value of being directly linked to the theoretical basis of the well-recognised WHO International Classification of Functioning, Disability and Health. As well as a straightforward procedure for analysis, broadly similar to that in the other measures, it also features the facility to conduct an advanced (and complex) analysis using Item Response Theory. This has yet to be validated on older people over 65 with chronic pain.
Measures are also available for assessing function related to specific anatomical areas. The major consensus statement [62] is listed the Oswestry Disability Scale and the Roland Morris Disability Questionnaire for back pain; the Neck Pain and Disability Scale for neck pain; the Western Ontario and McMaster Universities Osteoarthritis Index (WOMAC) for hip and knee pain; and the Disabilities of the Arm, Shoulder and Hand (DASH) for the upper limb. The statement does not include any measure for the foot, which is an oversight given how commonly foot pain features in older people and how disabling it can be. For assessment of function in the foot the Manchester Foot Pain and Disability Index (MFPDI) has demonstrated good psychometric properties in older adults over 65 years ( [64] ; Level II+). A large scale study, which was not exclusively focused on adults over 65 as it also included adults over 50 years, also supported the use of the MFPDI ( [65] ; Level II).
Self-report questionnaires of function are limited in their ability to capture the fluctuations in people's capacity and ability; the concentration on items of relevance to the population of interest means that issues of personal relevance can be obscured [66] . In large research trials and surveys the high numbers involved can iron out such limitations. Innovative uses of technology are also beginning to combine self-report measures with more direct observation (e.g. Wilson et al. [67] ). However, in a one to one clinical assessment these limitations should be acknowledged and taken into account. It should also be acknowledged that self-report questionnaires are open to biases from such factors as recall and interpretation. For example, in a study on young/middle aged adults with acute back pain, discrepancies were found between self-reported reports of function and more direct measures, with depression noted as influencing the self-report [68] . Therefore, in assessment of an individual any self-report measures should be used alongside a thorough physical examination [62] .
Pain assessment of older adults with mental health and psychological problems
Rachael Docking & Louise Tarrant
The literature search (Jan 1990-April 2017) identified 5,766 papers, of which 539 were duplicates and 32 were relevant. Three UK papers were included, with the remainder from US, Germany, Australia, Canada, China, Czech Republic, Greece, Jerusalem, Denmark, Sweden, Holland, Hong Kong and Spain. A range of settings was used, including palliative care/ inpatient hospice, acute post-operative ward, veteran rehabilitation unit, long-term nursing home, outpatient tertiary pain management service. The majority were community settings. Most studies used a cross-sectional design of associations between pain, physical functioning, and demographic, social
The
The most common self-report assessment tools for pain included: Multidimensional Pain Inventory (MPI), Pain & Impairment Relationship Scale (PAIRS), McGill Pain Questionnaire (MPQ), PRI, Brief Pain Inventory (BPI) (and in some cases: interRAI, Long term care facility (LTCF), STEP, Oswestry Disability Index (ODI), and items from Short Form (SF-36). The self-report assessment tools for mood most commonly used were: Geriatric Depression Scale (GDS), Centre for Epidemiologic Studies (CES-D), Disability Rating Scale (DRS), Depression Anxiety Stress Scale (DASS) (and in some cases: Postural Assessment Scale (PASS), Hospital Anxiety & Depression Scale (HADS), Addiction Severity Index (ASI), CAMDEX, PVS, and selected items from Kessler (K6), Movement Disorder Society (MDS), SF-36). Physician recorded diagnosis, structured interviews, body map diagrams, simple checklists, multiple choice questions and Likert scales designed specifically for the research were also used to assess pain and mood.
Strong associations were seen between pain and depressed mood with each being a risk factor for the other. Additionally, loneliness/social isolation were associated with an increased risk of pain. Older adults who experienced communication difficulty coupled with depression, also reported higher pain scores.
Clinicians should be cognicent that social isolation and or depressive signs and symptoms may be indicators of preexisting pain or a predictor of future pain onset. Additionally, clinicians need to be aware of the added effects of communication difficulty on pain report in those who also experience symptoms of depression.
The levels of evidence for the included studies are shown in Table 17 .7.
Pain assessment in cognitive impairment
Patricia Schofield
The literature search identified 164 papers, of which 54 were duplicates and 32 were relevant. Forty nine papers were reviewed in total. The majority of papers were from the US (n = 27), the remainder were from Germany, France, Australia, Austria, UK, Canada, New Zealand and Norway. Fifteen of the papers were systematic reviews which were aimed at consolidating the state of the science. All but five of the studies involved the testing of pain scales. Four studies were intervention studies and three studies [69] [70] [71] involved surveys of the staff and perceived barriers to pain assessment implementation. Rainfray et al. [71] surveyed 221 hospital staff in France regarding the use of the Doloplus scale. Whilst Keane et al. [70] surveyed 58 consultant geriatricians in Ireland regarding the use of a number of scales (Numerical Rating Scale (NRS), Visual Analogue Scale (VAS), Verbal Rating Scale (VRS), NRS, Faces Rating Scale (FRS)). A range of settings were used including: nursing home, acute, dental.
The intervention studies varied between: measuring the impact of education upon pain assessment practice ( [72] ; Level II++), to the use of pressure or aversive stimuli used to inflict pain which is then subsequently measured using a behavioural scale or facial expression.
In terms of behavioural pain assessment scales, we identified a total of 12 scales (Abbey, PAINAD, Pain Assessment Scale for Seniors with Severe Dementia (Pacslac), Disability Distress Scale (DisDat), Pade, Universal Pain Assessment Tool (Paine), Doloplus, NoPain, Checklist of Nonverbal pain indicators (CNPI), Assessment of discomfort in Dementia (ADD), Mobilization-Observation-Behavior-Intensity-Dementia Pain Scale (Mobid) & COOP). The recent review undertaken for these guidelines has identified sixteen scales, an increase of four scales. In 2007, we recommended the use of the Abbey, PAINAD or Doloplus scales based upon the best evidence at the time. We also recommended that more work needed to be done in terms of validating scales as opposed to developing any new scales. There has been no further work in terms of validating the Abbey scale, yet it still remains popular in the UK. The Bolton Pain Assessment Tool (BPAT) continues to be evaluated in clinical practice in different settings [73] .
There have been a number of studies which have further explored the Doloplus scale ( [74] ; Level I+, Holen et al. [75] ; Level II+, Rainfray et al. [71] ; Level II, Hutchison et al. [76] ; Level II+, Pickering [77] ; Level II+). Furthermore, this scale has now been translated into many languages including English for use across Europe, yet it remains unpopular in the UK.
More work has been carried out using Pacslac ( [78] ; Level II+, Schiepers et al. [79] ; Level II, Zwakhalen et al. [80] ; Level II, Lints-Martindale et al. [81] ; Level II+) and PAINAD ( [82] ; Level III, Jordan et al. [83] ; Level III, Lane et al. [84] ; Level III, DeWaters et al. [85] ; Level III). The Pacslac scale has good inter-rater reliability ( [78] ; Level II+), is the scale most valued by nurses ( [80] ; Level III), but does need a short form and more testing in larger scale studies. PAINAD is a sensitive tool for detecting pain in adults with dementia, but does have a high false positive rate ( [83] ; Level III). The scale has not been evaluated in adults with mild to moderate dementia, but we do know that adults with mild to moderate dementia can appropriately use self-report measures and scales such as numerical rating scale and verbal descriptors. Nevertheless, PAINAD has a high sensitivity (92%) but low specificity for pain (62%). It is easy and simple to use. More research is needed using larger sample sizes and Black & Minority Ethnic groups.
Pain assessment guidelines for older adults
Gary Bellamy and Aza Abdulla
We conducted a review which aimed to identify existing guidelines (national and international) relating specifically to pain assessment in older adults in order to set in context In addition, citations and references in selected journal articles were screened to supplement the search strategy.
• 73 papers were identified • 47 once duplicates were removed • 43 papers were considered relevant to the aim of the review. These were read to identify existing guidelines for pain assessment in older people (see attached document for articles reviewed).
• The 43 papers were reviewed to identify and review pain guidelines relating specifically to older people (2) A list of world countries was also identified via the website: http://www.nationsonline.org/oneworld/countries_ of_the_world.htm Using the search engine Google scholar and the same search terms, each country on that list was added to the initial search terms. This was done so as not to miss any guidelines which may have been published elsewhere but may not have featured in academic journal articles. (3) To ascertain additional pain assessment guidelines not identified via the above searches, an advanced search of the websites: The National Guideline Clearinghouse http://www.guideline.gov and NICE http://www.nice. org.uk/ were conducted. The site aims to provide physicians and other health professionals, health care providers, health plans, integrated delivery systems, purchasers and others, with an accessible mechanism for obtaining objective, detailed information on clinical practice guidelines, and to further the dissemination, implementation, and use of these guidelines.
The advanced search filters used were:
• Search strategy key words: 'Pain'
• Age of target population: Aged 65-79 and 80 years plus • Clinical speciality: Geriatrics For the most part, guidelines relating to pain assessment in older adults are manifest in the USA, Australia and the UK. To a lesser extent, work has also been conducted in Spain, Belgium and Switzerland. The work of the latter three countries has been mentioned briefly in this document.
USA
In 1998 the American Geriatrics Society (AGS) provided the first clinical practice guideline on the management of chronic pain in older people [87] . This was updated in 2002 [88] . Both versions concentrated on the assessment of pain and its pharmacological management.
The guidelines put forward by the AGS [88] are divided into four sections. These include: the assessment of persistent pain, pharmacologic treatment, non-pharmacologic strategies, and recommendations for health systems that care for older persons. For each section, general principles are followed by the panel's specific recommendations for improving the clinical assessment and management of persistent pain in older persons. These recommendations are meant to serve as a guide to practice and should not be used in lieu of critical thinking, sound judgment, and clinical experience.
The guidelines produced in 2002 by the AGS were subsequently revised in 2009 by an expert panel assembled under the auspices of the American Geriatrics Society, with recommendations for pharmacologic management of pain in older adults [89] . It was determined that the sections of the 2002 guideline dealing with assessment and non-pharmacologic treatment did not need updating and were still relevant to today's practicing clinicians. However, another guideline was developed describing medications to avoid and dosing modifications for older adults with poor renal clearance [90] . The American Society for Pain Management Nursing Task Force on Pain Assessment in the Nonverbal Patient (including individuals with dementia) also recommended a comprehensive, hierarchical approach that integrates self-report and observations of pain behaviours [91] .
Guidelines created by an expert group convened by the American Pain Society and the American Academy of Pain Medicine evaluated the current evidence on safe practices for the use of opioids to treat non-cancer pain [92] . Notably, comprehensive approaches were recommended to address psychosocial factors and functional impairment as well as pain. Specific recommendations for older patients include low-dose initiation and slow titration of opioid therapy, constipation prophylaxis and frequent monitoring of patient responses to therapy. These guidelines provide some of the landmark principles for pain treatment decisions and care of older adults today. Current guidelines in relation to general principles of pharmacological pain management for older people [89] state:
• Use the least invasive route for medication • Where possible, choose sustained release formulations • Introduce one agent at a time, at a low dose, followed by slow dose-titration • Allow a sufficiently large interval between introducing drugs to allow assessment of the effect • Treatment should be constantly monitored and adjusted if required to improve efficacy and limit adverse events • It may be necessary to switch opioids.
The Assessment of Pain in Older People: UK National Guidelines i13 Australia The Australian Pain Society addresses the issue of pain in its first ever publication focused exclusively on older adults; it is entitled Pain in Residential Aged Care Facilities: Management Strategies [93] . It presents strategies and guidance to assist in identifying and assessing residents' pain effectively across a range of areas that includes managing pain using a combination of pharmacological and non-pharmacological treatment options. It also examines issues of quality management and organisational structure related to pain management. An additional document, the Pain Management Guidelines (PMG) Kit for Aged Care [94] has been designed to be used with the Australian Pain Society's document [93] to assist in the implementation of best practice for pain management in aged care facilities.
The APS document [93] draws upon relevant international best practice approaches, expert opinion and published research evidence up to 2004 -particularly from the American Geriatric Society and the American Medical Directors and Health Care Associations. The document is evidence based and should be used to guide decision making about changes to current practice. The pain management guidelines are a summary only and should not be used in isolation to guide practice.
United Kingdom (UK)
In 2007 the Royal College of Physicians, British Pain Society and British Geriatric Society published their guidelines on the assessment of pain in older adults [95] . The emphasis of the document is on chronic pain management and it is a comprehensive guide to the methods of assessment and the tools available. The guidelines recommend that for older adults with mild to moderate dementia, the numerical rating scale and the verbal rating scales can be applied. However, as the level of cognitive impairment becomes more severe, specific behavioural scales should be used, of which there are 11, to measure pain intensity. The guidelines suggest that the Abbey Pain Scale appears to be the most user-friendly. They are designed to allow clinicians to make rapid, informed decisions based wherever possible on synthesis of the best available evidence and expert consensus gathered from practising clinicians and service users. A key feature of the series is to provide both recommendations for best practice, and where possible practical tools with which to implement it.
The concise guidelines for pain management in older adults include the following:
(1) Pain awareness All healthcare professionals should be alert to the possibility of pain in older people, and to the fact that older people are often reluctant to acknowledge and report pain.
(2) Pain enquiry
Any health assessment should include enquiry about pain, using a range of alternative descriptors (e.g. sore, hurting, and aching).
(3) Pain description
Where pain is present, a detailed clinical assessment of the multidimensional aspects of pain should be undertaken including:
• Sensory dimension: the nature, location and intensity of pain • Affective dimension: the emotional component and response to pain • Impact: on functioning at the level of activities and participation.
Pain location
An attempt to locate pain should be made by asking the patient to point to the area on themselves, and by using pain maps to define the location and the extent of pain.
Pain intensity
Pain assessment should routinely include the use of a standardised intensity rating scale, preferably a simple verbal descriptor scale or a numeric rating scale if the person is able to use these.
(4) Communication
Every effort should be made to facilitate communication particularly with those people with sensory impairments (hearing aids and glasses for example).
Self-report assessment scales should be offered in an accessible format (e.g EasyRead) to suit the strengths of the individual. Careful physical examination should be undertaken to identify any treatable causes. However, staff should be aware that pain can exist even if physical examination is normal.
(7) Re-evaluation
Once a suitable scale has been identified, serial assessment should be undertaken using the same instrument to evaluate the effects of treatment [95] . Another guidance document was produced in 2013 which reviews the epidemiology and management of pain in older people via a literature review of published research. This document informs health professionals in any care setting who work with older adults regarding best practice for pain management [96] . The document is separated into sections addressing pharmacology, interventional therapies, psychological interventions, physical activity and assistive devices and complementary therapies.
The Assessment of Pain in Older People: UK National Guidelines i14 2000) . A regional guideline for the management of chronic pain in older adults in nursing homes was released in Valencia, but no geriatricians contributed and it is rarely used. The Sociedad Española de Geriatría y Gerontología (SEGG) has published two booklets with recommendations on pain management in older people [95, 97, 98] , but these are not used widely either.
(9) Belgium
There are no official clinical guidelines or standards for the management of chronic pain that focus exclusively on older patients. However, there is a pocket guide concerning the treatment of pain in older people written by Belgian pain specialists and geriatricians [99] . Many hospitals and nursing homes have developed their own tools and standards. These are mostly locally available and not widely known.
(10) Switzerland
According to Pautex et al.
[100] the management of chronic pain in older patients has received some attention in Switzerland recently. In collaboration with the division of clinical pharmacology and toxicology, guidelines have been developed in Geneva University Hospitals for the use of opioids in the older population, in particular for those with renal impairment. Some other local tools might be available in the German or Italian part of Switzerland [100] . The importance of pain assessment is clearly acknowledged and specific tools and strategies are promoted in older patients, especially for those with impaired communication abilities. Furthermore, pain management has received increased attention, in stationary and ambulatory settings, and for different types of pain. It has been stressed that chronic pain in older people does require taking into account both the somatic co-morbidities and the psychosocial dimensions. Indeed, chronic pain and associated functional limitations may be an indicator of distress and of a need for help. The therapeutic response will then address and highlight the patient's functional capacities, aiming to re-mobilise the patient's resources; pain management will focus on restoring self-esteem and increasing quality of life. Treating a concomitant depression requires a true commitment from the therapist; its benefits are clearly documented in older patients. However, no specific standards have yet been devised for the management of chronic pain in older patients [101] .
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